Most current personality theories subscribe either explicitly or implicitly to the belief that behavior is a joint function of both the person and the environment. Until the present, however, personality theorists have emphasized and studied the person and have paid relatively little attention to the systematic conceptualization and assessment of environmental dimensions. Notable exceptions to this generalization have been Cattell, Lewin, and Murray, all of whom have attempted to include environmental as well as person variables in their theories.
For example, Murray's concept of environmental press provides an external situational counterpart to internalized personality needs. If one seriously believes the general proposition that behavior is some interactive function of individual needs and environmental T The manuscript is based, in part, on a paper presented at the meeting of the Western Psychological Association, San Francisco, May 1967.
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There is a good deal of recent evidence which suggests that this step would be well worth undertaking. For example, Endler, Hunt, and Rosenstein (1962) , using three different samples, found that individuals, settings, and Individuals X Settings interactions all contribute significantly to overall behavioral variance in anxiety. Rausch, Dittman, and Taylor (19S9) and Rausch, Farbman, and Llewelyn (1960) , studying hyperaggressive and control children in a ward environment, found that interactions between the child and the setting are far more important in accounting for behavior than is either the child or the setting alone. Moos ( , 1968 and Moos and Daniels (1967) have shown that, in general, ward settings have differential effects on patients and staff, that is, particular ward settings have a tendency to elicit a particular hierarchy of reactions regardless of the individuals involved in them. They also found that the interaction between individuals and ward settings generally accounts for approximately 20% of the total response variance in both patient and staff groups. In this connection, several investigators have theorized about environmental influences on behavior (Barker, 1963a (Barker, , 1963b Engel & Moos, 1967; Sells, 595 1963) and have demonstrated the large differences which may occur in the behavior of the same persons in different settings or milieus (Gump, Schoggen, & Redl, 1963; Miller, 1957; Soskin & John, 1963; Zinner, 1963) . The results of all these studies suggest that systematic dimensionalization and assessment of environments might greatly increase the accuracy of behavior predictions.
There have been several previous research approaches used to measure and compare psychological environments. For example, Stern (1963, 196S) and Pace and Stern (1958) have developed a test which measures college environments, the College Characteristics Index (CCI), and Findikyan and Sells (1966) have quantified and measured the dimensions of 60 campus organizations. Ellsworth (1965) , in a somewhat similar approach, has studied patient and staff perceptions of different psychiatric treatment programs and has found that staff perceptions on effective wards are quite different from staff perceptions on ineffective wards.
The approach closest to the one of the present study was used by Kellam, Shmelzer, and Berman (1966) in their study of the variation in the atmospheres of psychiatric wards. These authors developed several large dimensions of ward atmosphere and then grouped under each dimension objective easily observable items the presence or absence of which would support a score for the ward along the given dimension. The dimensions used were disturbed behavior (composed of two subscales: aggressive behavior and bizarre behavior), adult status, patient-staff ratio, social contact, and ward census. The results of their initial study of 27 wards indicated that it was feasible to compare wards quantitatively along these several dimensions which differentiated significantly between wards.
PURPOSE
The purpose of the present study was to develop a scale to measure the social atmospheres of psychiatric wards by asking both patients and staff individually about the usual patterns of behavior on their ward. The press of the environment, as the patient or staff member perceives it, defines what he must cope with and clarifies for him the direction his behavior must take if he is to find satisfaction and reward within the ward culture. "Press" refers to the phenomenological world of the individual, to the unique and private percept which each person has of the events in which he takes part. This is what Murray (1938) has referred to as the beta press. There is a point at which this private world merges with that of others: people tend to share a common interpretation of the events in which they participate. This suggests the necessity of a distinction between a truly idiosyncratic private beta press and the mutually shared consensual beta press. The Ward Atmosphere Scale (WAS) developed in this study measures this consensual beta press. This logic closely follows that of Stern (1968) .
METHOD
There were several sources which were used in obtaining an initial item pool. First, two trained behavior observers with over a year's experience in working on psychiatric wards observed three different wards for several weeks. These observers, who were instructed to note standard patterns of behavior which they thought might discriminate between different wards, generated several hundred descriptive items. Second, the CCI (Stern, 1963) was employed to generate additional ideas about items which might discriminate between wards. Third, several books, both professional and popular, for example, Maxwell Jones' (1953) Therapeutic Community and Ken Kesey's (1962) One Flew Over the Cuckoo's Nest, were read in an effort to identify different ward atmospheres. Fourth, patients and staff who had been on different wards were intensively interviewed with respect to the differences between these wards. These four sources of items resulted in an initial item pool of approximately 500 items.
Three further steps, which resulted in an item pool of 206 items for Form A of the WAS, were then taken.
1. The items were sorted into press categories by agreement between two raters. An initial set of press categories was selected as appropriate for describing psychiatric ward atmospheres from Murray's (1938) and Stern's (1963) lists. Two categories (Insight and Practicality) which were not part of these lists but which are particularly relevant to psychiatric wards were added. Twelve press dimensions (Spontaneity, Support, Practicality, Affiliation, Order, Insight, Involvement, Aggression, Variety, Clarity, Submission, Autonomy) were considered adequate to cover all the content areas mentioned in the initial item pool, and the items were sorted into these categories.
2. The considerable overlap in the item pool for each of the 12 press categories was eliminated by deleting items which covered essentially the same content. In addition, an attempt was made to equally balance the number of items scored true and the number of items scored false within each of the categories. This was done in order to control for acquiescence response set.
3. Twenty-three additional items were formulated in order to identify individuals who showed strong positive or negative halo in their perceptions of a ward. Some patients might tend to agree with extremely positive items (e.g., "The food here is the best I've ever tasted"; "I never want to leave this ward"), whereas others might agree with extremely negative items (e.g., "In this ward none of the staff ever talks to any of the patients"). In addition to measuring positive or negative halo, these items also helped identify "crazy" or inconsistent answering by noting the degree to which patients accepted both extremely positive and extremely negative items.
The choice of items was also guided by the general conceptualization of environmental press (Pace & Stern, 1958) . For example, the following question was asked: Which of the items identify what might be characteristic of an environment which exerts a press toward Affiliation, or toward Autonomy, or Spontaneity, etc. ? Stated in another way, what might there be in a ward environment which would be satisfying to or would tend to reinforce or reward an individual who had a high need for Affiliation, or Autonomy, or Spontaneity, etc.? Just as needs are inferred from the characteristic modes of response of an individual, so press is inferred from the characteristic pressures, rewards, and conformity-demanding influences of the ward culture. Operationally, press is the characteristic demands or features of the environment as perceived by those who live in the particular environment. To each statement in the WAS the person who takes the test answers true if he believes it is generally characteristic of the ward, and he answers false if he believes it is not generally characteristic of the ward.
A press toward Submission would be inferred from the following kinds of items: "Once a schedule is arranged for a patient, the patient must follow it"; "On this ward everyone knows who's in charge." A press toward Affiliation would be inferred from these items: "Nearly everyone here has some social activity planned for the weekends"; "There are groups of patients who hang around together a lot." A press toward Insight would be inferred from still other items: "Patients tell each other about their personal problems"; "Staff are mainly interested in learning about patients' feelings." 4 The resulting 206-item Form A of the WAS was administered to both patients and staff on 14 psychiatric inpatient wards.
5 These wards were picked 4 Further examples of items in the press categories are given in the Results section. 5 The instructions given to patients and staff were as follows: "There are 206 statements in this booklet. They are statements about wards. You are to decide which statements are true of your ward and which are not. Please be sure to answer every statement." in order to obtain a sample of a variety of different kinds of wards in different types of institutions. The 14 wards included 3 Veterans Administration hospital wards of relatively acute patients, 2 were all male and 1 was mixed male and female; 2 Veterans Administration hospital wards of chronic male patients; 2 state hospital wards for criminally insane male patients; 2 regionalized state hospital wards for female patients; 1 state hospital ward for chronic schizophrenic female patients; 1 private inpatient psychiatric ward for acute male and female patients; 2 psychiatric wards in general medical community hospitals, both of which had both male and female patients; 1 acute university service ward. The background characteristics of the 14 wards are shown in Table 1 . RESULTS The total number of patients and staff tested on the 14 wards was 365 and 131, respectively. Approximately 75% of the patients approached were both willing and able to take the test adequately. This percentage varied from 93% on Ward 7 to 45% on Ward 11, a ward consisting of very chronic patients.
The first question was whether the items discriminated significantly among the wards. One-way analyses of variance were calculated separately for patients and for staff for each of the 206 items. Only 13 wards were used in this part of the analysis because of inordinate delay in obtaining the data for the fourteenth ward. The results indicated that, for patient responses, 152 of the 183 (83%) press category items (23 of the 206 items were positive or negative halo items) discriminated signifi-cantly among wards at the .OS level; 130 of these items (71% of the 183) discriminated significantly among wards at the .01 level. For the staff responses, 114 of the 183 items (62%) discriminated among wards at the .05 level, and 95 of these items (52% of the 183) discriminated among wards at the .01 level.
Items were then selected for Form B of the WAS by using the following criteria: (a) The item should significantly discriminate among wards-over 90% of the items selected did significantly discriminate among wards for patient responses, and over 80% did so for staff responses; (b) the overall item split should be as close to SO-SO as possible-this criterion was used in order to avoid items which were characteristic only of extreme wards; (c) each of the 12 press subscales should have 10 items, S scored true and S scored false.
The use of these three criteria resulted in a basic 120-item Form B of the WAS, that is, 12 press dimension subscales each measured by 10 items. The next step was to obtain the 12 subscale scores for each patient and each staff member. Means and standard deviations of subscale scores were then calculated for each ward, separately for patients and staff, for each of the 12 subscales.
The next question was whether the 12 press subscales would significantly differentiate among the 14 wards. The results of one-way analyses of variance indicated that all 12 subscales significantly (p < .05) differentiated among the 14 wards for staff responses, and all but one (Involvement) significantly dif- ferentiated among the 14 wards for patient responses. The major purpose of the research, which was to develop a WAS, the dimensions of which would signficantly discriminate -between the average perceptions of patients and the average perceptions of staff on different wards, was thus achieved.
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A thirteenth scale, the halo scale, was constructed from the group of extremely positive and extremely negative items using the following criteria: (a) The item should not discriminate significantly between wards; (b) the item should be accepted by fewer than 10% of the patients and staff in the total sample; (c) the scale should have 10 items, 5 extremely positive and S extremely negative in content. The resulting scale can be scored in two ways. First, the sum of positive halo items marked true and negative halo items marked false can be calculated. A score of 0 indicates negative halo bias since it can only be obtained if all positive halo items are marked false and all negative items true. A score of 10, on the other hand, indicates positive halo bias since it can only be obtained if all positive halo items are marked true and all negative halo items false. Second, the sum of both positive and negative halo items marked true can be calculated. This score indicates the tendency to accept extreme items of any sort as well as the tendency to accept contradictory, that is, both positive and negative, extreme items. The first score was labeled the "halo" score and the second, the "inconsistency" score.
Since major interest centered on the use of the WAS to measure patient perceptions of First, what is the reliability of individual patient scores on the 12 press subscales? In order to estimate the individual test-retest reliability the WAS was administered to patients on two wards 1 wk. apart. The resulting correlations, which are shown in Table 2 , indicate that almost all of the 12 subscales have adequate test-retest reliabilities. The reliabilities for the Practicality and Variety subscales were most likely low because of the relative lack of variability in individual scores on these scales in the two wards used for the reliability analysis. However, this possibility needs to be investigated in further reliability studies.
Second, what is the reliability of the ward profiles which may be derived from the WAS? A ward may be characterized by a rank ordering of the 12 standard scores it obtains based on the average patient scores on each of the 12 subscales. The question asked here is not about the stability of the individual profile, but about the stability of the profile of the entire ward. Table 3 shows seven separate test-retest reliability estimates for WAS profiles derived from patients. Between 20 and 30 patients took the WAS in each of the 14 testing occasions. One-week and 8-wk. profile reliabilities are extremely high, suggesting that perceived ward atmosphere remains highly stable over this length of time. Correlations between ward profiles obtained 6 and 9 mo. apart are lower, since ward atmosphere would be expected to change within that length of time. It is important to note that almost none of the same patients were tested on both occasions in the wards tested 6 and 9 mo. apart. This suggests that the WAS measures aspects of the ward atmosphere which are stable even though there has been almost complete turnover in the patient population.
Third, what are the correlations between perceptions of the ward as measured by the WAS and background characteristics of individual patients? In order to answer this question patients' subscale scores were correlated with their age, sex, and length of stay on the ward. These correlations, which are shown in Table 4 , are essentially low. There are slight negative correlations between length of patient stay and Spontaneity, Affiliation, In- sight, and Aggression. There are also slight negative correlations between Insight and Aggression and age and a slight positive correlation between Order and age. Basically, however, the press subscales appear to be quite independent of these three patient-background characteristics, indicating that they have little effect, per se, on the manner in which patients perceive psychiatric wards. Fourth, the 12 scale scores were intercorrelated and factor analyzed for the 365 patients in order to discover whether it might be fruitful to conceptualize and measure a smaller number of higher order variables. The intercorrelations between the subscales for the patients are shown in Table 5 . These intercorrelations were not high enough to justify the collapsing of any set of one or more scales at this time. Only 7 of the 66 correlations between subscales are above .50 (accounting for only 25% of the variance), and the only cluster of subscales which shows moderately high intercorrelations is composed of the dimensions of Support, Affiliation, Insight, and Involvement. Thus it appears that the 12 press dimensions do measure rather distinct, albeit correlated, characteristics of patient perception of ward atmospheres. Fifth, the relationship between ward atmosphere as measured by the Kellam et al. (1966) Ward Information Form (WIF) and as measured by the WAS, was investigated. Data on all but the social contact subscale of the WIF were obtained for each of the 14 wards, and the average patient scores on the 12 dimensions for each ward were intercorrelated with six WIF variables. It should be noted that the N for these correlations is 14, that is, the number of wards in the study, and thus the resulting correlations may be unstable and must be viewed as preliminary. Table 6 shows the correlations between the 12 subscale scores for patients and six WIF scores. Some of the resulting correlations are substantial. For example, the more patients on a ward and the fewer staff members per patient, the more likely the patients are to perceive a press toward Order and Submission and the less likely they are to perceive a press toward Spontaneity, Support, Insight, Aggression, and Autonomy. On the other hand, the higher the adult status on a ward, the more likely patients are to perceive a press toward Support and Autonomy and the less likely they are to perceive a press toward Order and Submission. There are no significant correlations between bizarre behavior, aggressive behavior, or total disturbed behavior and any of the 12 press dimensions.
Sixth, sample ward profiles which compare average patient scores have been constructed. Average patient scores on each of the 12 press subscales were standardized around the mean score for the 14 wards; standard scores were then calculated on each scale for average patient perceptions on each ward. It is thus possible to draw ward profiles depicting the average perception of patients on the ward. For example, Figure 1 shows the profiles of the average patient perceptions of each of two Veterans Administration hospital wards, both of which are identical in physical arrangement and have an essentially identical population. Ward 4 is higher than Ward 3 on the dimensions of Support, Practicality, and (slightly) Aggression, whereas the reverse is true for the dimensions of Variety, Clarity, and (slightly) Autonomy.
Some of the items on which over 80% of the patients on Ward 3 agreed are: "The staff set an example for neatness and orderliness"; "This is a very well organized ward"; "The patients are proud of this ward"; "The staff act on patient suggestions (100% agreement)." On Ward 4, on the other hand, patients agreed that: "Staff are interested in fol- lowing up patients once they leave the hospital"; "The healthier patients on this ward help take care of the less healthy ones"; "Patients are expected to share their personal problems with each other"; "On this ward staff think it is a healthy thing to argue"; "Patients who break the ward rules are punished for it (100% agreement)." Figure 2 shows the profiles of each of two other wards, both of which have both male and female patients and are of similar size. One of these wards is located in a community hospital, and one is a private psychiatric ward. Ward 1 is high on Spontaneity, Support, and Insight and low on Practicality, Submission, and Autonomy, whereas Ward 9 shows its highest scores on Aggression and Autonomy and its lowest scores on Order and Clarity. Figure 3 shows the profiles of two wards of female patients in one of the institutions which was used in the study. These profiles are radically different. Ward 12 is high on Support, Order, Clarity, Practicality, and Affiliation and low on Aggression. Ward 13, on the other hand, is low on Support, Order, Clarity, Affiliation, and Autonomy and high on Summission. Thus there are two entirely different social atmospheres on two wards in the same institution which are physically similar and which have very similar patient populations.
For example, over 80% of the patients on Ward 12 agreed that: "Patients are encouraged to show their feelings"; "The staff go out of their way to help patients"; "The healthier patients on this ward help take care of the less healthy ones"; "The ward staff help new patients get acquainted on the ward"; "Patients on this ward care about each other"; "This is a very well organized ward (100% agreement)"; "Ward rules are clearly understood by the patients."
In contrast, over 80% of the patients on Ward 13 agreed that: "Doctors have very little time to encourage patients"; "Most patients follow a regular schedule each day"; "Patients hardly ever discuss their sexual lives"; "Patients often gripe"; "You never know when a doctor will ask to see you"; "Patients who break the ward rules are punished for it (100% agreement)."
The very wide range of differences among the 14 wards used in this study may be further illustrated by a few items on which at least 80% of patients on one or more wards responded in one direction, whereas at least 80% of patients on one or more other wards responded in the opposite direction: "Doctors have very little time to encourage patients (false on Wards 3 and 4, true on Ward 13)"; "It's hard to get a group together for card games or other activities (true on Ward 4, false on Ward 9)"; "Patients often do things together on the weekends (true on Ward 4, false on Ward 13)"; "Ward rules are clearly understood by the patients (false on Ward 9, true on Ward 12)"; "Patients can call nursing staff by their first names (true on Wards 1 and 9, false on Wards 12 and 13)." DISCUSSION The WAS shows large significant differences between average patient perceptions of different wards, and the evidence indicates that these perceptions are not correlated with the background characteristics of age, sex, and length of stay on the ward. WAS profiles have also been demonstrated and compared, as have more differentiated descriptions of wards. These preliminary results suggest that the WAS is a potentially useful test which points up several exciting research possibilities which may be worth pursuing.
Usually psychiatric wards have been compared in terms of readily observable indexes, such as number of patients, number of staff, open or locked doors, whether or not there are community meetings, etc. The present results indicate that there is a whole range of other dimensions which differentiates between wards and thus must be taken into account in ward descriptions. These other institutional dimensions have thus far been most clearly brought out in the vignettes and "clinical" descriptions prepared by trained observers (Caudill, 1958; Stanton & Schwartz, 1954) . The WAS may provide investigators with important additional dimensions on which wards can be systematically assessed and compared.
The WAS is a tool which could also be used for an institutional or ward self-analysis, that is, to learn more about the perceived environment which is being created and to make sure that the perceived press has something to do with the overt institutional or ward purposes and goals (Stern, Stein, & Bloom, 1956) . The use of the WAS can help identify the areas of most emphasis, the areas which show changing emphases over time, and the areas which show particularly high or particularly low agreement between patients and staff.
The WAS, as an example of an approach to the measurement of different kinds of organizational environments, also has general implications for assessment and prediction. The consequences of different types of social atmospheres on psychiatric wards may be more systematically studied once the atmospheres themselves can be empirically characterized. There are two sets of different, albeit interrelated, types of analyses which should be undertaken.
First, various types of social atmospheres may, in themselves, be more likely to generate particular behavioral effects in the majority of individuals exposed to these atmospheres. For example, Kelly (1966) has studied social adaptation to varied environments and has preliminary results indicating that fluid environments have very different behavioral consequences for their occupants than do stable environments. Barker and Gump (1964) have studied the dimension of the number of people available to occupy positions in behavior settings in high schools, and they have also shown differential consequences on individual behavior of this dimension. For example, general patient and/or staff satisfaction may be higher on a ward which has a high emphasis on Spontaneity than on a ward which has a low emphasis on Spontaneity.
Second, some social environments may have differential effects on different individuals. For example, an individual high in affiliation motivation (need) should be more satisfied on a ward which has a high emphasis on Affiliation than on a ward which has a low emphasis on Affiliation; he should also be more satisfied on a high Affiliation ward than another individual who has low affiliation motivation. These types of interactive hypotheses, that is, hypotheses about the interactive effect of the social environment and the individual's level of motivation, may be made for each of the 12 press dimensions.
It should be noted that the extent to which general effects of social atmospheres may account for individual behavior in comparison to the extent to which individual behavior can only be accounted for by interactive effects with the social environment is an open empirical question. No doubt this will vary depending upon the environmental dimensions, subclasses of organizations, and subcategories of individuals which are studied. These are areas which would appear to be particularly fruitful for further research. , in a recent paper, detailed his concern for the development of a general organizational taxonomy. His paper sets forth a formulation leading to a standard set of system characteristics that can be applied generally as a means of ordering a wide range of human organizations, groups, and micro-societies according to their similarity to each other. Sells suggested eight major categories of description: objectives and goals, philosophy and value systems, personnel composition, organizational structure, technology, physical environment, social-cultural environment, and temporal characteristics. The WAS seems to measure an aspect of organizational dimensions which falls into the category of perception of the social-cultural environment, although it also taps prevailing philosophy and value system to some extent. The further development of these and other measures for the systematic assessment and comparison of organizations, which constitute a major aspect of the social environment, is an important empirical necessity.
